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Introduction

Diabetes mellitus is a chronic and incurable
disorder involving a relative or absolute lack of
insulin. It is a metabolic disturbance involving
decreased synthesis of carbohydrates, protein, and fat
resulting in gluconeodgenesis and hyperyglycemia
{Thompson, McFarland, Hirsch, Tuckelr, & Bowers, 1986).

There are a numbelr of classifications of diabetes
mellitus, the most common being insulin-dependent or
type I diabetes, and nou-insulin-dependent or type II
diabetes mellitus.

According to the American Diabetes Association
(ADA), diabetes mellitus affects more than 14 million
Amelricans, with over 50% unaware that they have the
disease., With at least one diaynosis of diabetes
wmellitus made every 60 seconds, almost 750,000 new
cases will be diagnosed this year. The fourth leading
cause of death by disease in the United States, 150,000
people will die this year because of diabetes mellitus
(ADA, personal communication, March 17, 1993).

As thie avelrage age of the American population
increases, these statistics develop a whole new
dimension. According to Dellasega (1990), diabetes

mellitus affects 14% of the elderly population with 90%
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of older diabetics suffering from non-insulin-dependent
diabetes mellitus (NIDDM). Approximately 50, of all
diabetics are over ayge 55 (ADA, personal communication,
March 17, 1993). As noted by Dellasega (1990}, "In
addition to an increased likelihood of contracting
diabetes with advancing ayge, an elderly c¢lient who
develops the disease will be challenyed by a self-care
regime that may be rendered more difficult by normal
physiologic changes of aging” (p. 16).

Ultimately, many diabetics develop complications
such as heart disease and stroke, kidney failure,
peripheral aneuropathies, blindness, and blood vessel
damaye. According to Thompson et al (1986), many of
these conditions can remain or return to normal with
proper management of the underlying disease. In
addition to routine medical care and adherence to a
prescribed regime of diet and exercise, education of
the diabetic patient is an important facet of theil
overall treatment,

In the medical system today, not all patients
requitring treatment are being hospitalized. If a
patient does get admitted, hospital-based nulrses are
faced witli sicker patients who are staying shorter

periods of time. As a result, the community-based nurse
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is finding that he/she, too, must care for sicker
patients. To better prepare these patients for life
after discharge, patient education must be initiated as
soon as possible. Many times this begins the day the
patient is admitted to the hospital and continues afteyr
they are discharged. For those not admitted, patient
education often begins at the physicians' office.

This paper explores diabetes mellitus in relation
to concepts of self-care and adult education. In
addition, applications to the inpatient and outpatient
setting will be addressed, and implications for

advanced nursing practice will be presented.
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Literature Review
Digbeley Mellitus

Diabetes mellitus is not one disease, but a
syndrome or droup of diseases with different etiologies
that have common signs and symptoms. What is commonly
teferrled Lo as "diabeles mellitus" is the "final common
pathway of many diseases that affect insulin secretion
ol action resulting in altered metabolism, especially
carbohydrate metabolism" (Guthrie & Guthrie, 1983, p.
617).

In 1979 the National Institutes of Health (NIH)
defined diabetes mellitus as an altered state of
carbohydrate metabolism whereby one's fasting plasma
ylucose level is greater than 140 mg/dl, or at least
two values oun a glucose tolerance test that exceed 200
my/dl between zero time and two hours (Guthrie &
Guthiie, 1983). In addition to defining diabetes
mellitus, the NIH reclassified the disovrder into three
major dgroups: type I, type II, aund other.

Althouyh the disordelr may ovccul at any age,
persons wilth Lype I (insulin-dependent) diabetes
mellitus arte usually youny and are depeundent upon daily
insulin injections. Without such inhjections, ketosis or

ketoacidosis will develop and the individual will die.
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The primary deficit in type I diabetes mellitus appears
to be an abnormelity in the ilmulhe system resulting in
prereceptor abnormalities and the metabolic defects
indicative of the diabetes syndrome. These
abnormalities may be due to: beta cell destruction with
insulin deficiency, inability of the beta cell to
secrete/release insulin, an abnormal insulin molecule,
ol binding of insulin in the serum or excess insulin
destriuction before it reachies its target (Guthrie &
Guthrie, 1983).

Type II {non-insulin-dependent) diabeles mellitus
may be subyrouped into obese/nonobese and insulin-
1equiting/non~insulin-requiring. Persons witli NIDDM may
liave rwceptor or postreceptor abnormalities manifested
as a deficliency of insulin 1eceptors on the tavrget cell
menbraies, an abiolrmal receptor, antibodies to the
recepter, defects Lo the secondary messehyer within the
eell, ob rteceptors on the intracellulayr oryanelles to
the second messengei . Incleased caloric intake
increases insulin secretion which induces decreased
insulin reception, thus decreasing insulin action. As a
tesult. cartbohydrate intolerance increases (i.e.,
diabetes mellitus results). It has been estimated that

tliele may be as mauy as 35-40 etioloygies or different
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diseases comprising the NIDDM syndrome. Persouns with
NIDDM may have decireased, normal, or increased insulin
levels, and are usually middle-age and overweight at
the time of diagnosis. Type II diabetics who need
insulin ianjections trequire it to prevent hypergylcemia,
not to sustain life as Is the case with the type I
diabetic (Guthiie & Guthrie, 1983). Type IT diabetes
mellitus affects approximately %0-95% of the 14 million
Amey icans who have diabetes {(ADA, personal
communication, March 17, 1993). Diabetes mellitus in
thie "othiel" cateygory includes many diseases which cause
caitbohydirate intolerance and do not fall into eithelr
Ltiie type I or type IT categories {(Guthrie & Guthrie,
i983).

Diabetes mellitus 1s a chronic disorder for which
therte is 110 Knowa cure. Many American with the
diagnosis, however, are able to live fulfilliing lives,
although the demographic data may seem otherwise. It is
estimated that more than 14 willion Ametricans have
diabetes mellitus, aboubl half of whom ate not diagunosed
{ADA, pelrsonal communication, Mairch 17, 1993; Bransonme,
1992, Collins, 1993; Kdlam, 1991). Helms (1992), citing
a study by the ADA in 1887, states that the prevalence

of diabetes was 6.8 patients,/ 1000 population. It lLas




Diabetes -9

been estimated that 750,000 new cases are diagnosed
each year (ADA, personal c¢ommunication, Mairch 17,
1993).

Regarding the estimated growth on incidence of
diabetes mellitus, Helms (1992) projects that "the
prevalence of diabetes will remain relatively constant
at approximately 1 million patients in younger
pepulations (less than 45 y: old) through the middle of
tlhie next century. As the post-world war II baby boom
ages, the nunber of older diabetics (45 and older) will
aimost double from 6.5 million in 1987 to an estimated
11.6 million in the year 2030" {(p. 6). Ovel the next
twenty years (1990~2010) the highest growth rates are
expectad to be 1n the 45-64 yeal age group. After the
year 2010 the yrowth rate of diabetes mellitus in
patients ade 65 and older 1s expected to accelerate
(Helms, 1992). Bransome {1992) states that the
increasing number of minorities with diabetes mellitus
may cause the estimates by Helms regarding the
prevalelice of diabetes mellitus after the year 2000 to
be underestimated. At present, Dellasega (1990) states
that didbetes mellitus affects 14% of the elderly
population, with 90% of older diabetics suffering from

NIDDM.
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The demogtaphic characteristics and economic
impact of diabetes mellitus is astounding. It is
estimated that the annual cost of caring for diabetics
is in excess of $20 billion and accounts for 5% of the
total health care costs in the United States (ADA,
personal communication, Matrch 17, 1993); Bransome
{1992) estimates that direct costs in 1987 approximated
$9.6 billion and indirect costs exceeded $10 billiowu.
Combining direct and indirect health care costs,
diabetes mellitus aunually adds $20.4 billion to the
amation's health care Lill (ADA, persounal communication,
March 17, 1993; Collins, 19%3). Diabetes mellitus has
been cited as the nationt's fodrth leadinyg cause of
dealth from disease (ADA, persolial communication, Maich
17, 1993; Collins, 1993).

jitimately, many diabetics develop complications
stuch as heatt disease and stroke, kKidney fallure,
perliplhier al neuropathies, blindaess. and blood vessel
damaus . Many times thie diabelic fiist bLecomes awaiw
that he/she has the disease when one ¢f its life-
tirteatening complications develops (ADA, pelsonal
coammunication, March 17, 19%93). Most hospitalizations
for diabetic complications are [olr cardiovascular

diswase (Brausome, 1992). It is estimated that
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diabetics are 10 times more likely to have
atherosclerosis (Bransome, 1992), 2-4 times more likely
to have healt disease, and 2-6 times more likely to
suffer a stroke than their non-diabetic counterparts
(ADA, personal communication, March 17, 1993; Djabetes:
Facts, 1988).

Diabetics are 22 times more likely to develop skin
ulcelrs or gaugtrene and 15 times more likely to lhave
peripheral vascular disease (Bransome, 1992). It is
estimated that 45% of all nontraumatic foot and ley
amputations occul Lo Jdigabetics {Djlabetes: Facts, 1988).
A diabetic is 15 tiwes more likely to suffer a ley
amputation than a non-diabetic (ADA, personal
commmunication, March 17, 1993).

Bransome (1992} also states that hospitalization
for eye disease is "much more common" (p.3) for the
diabetic; 12,000 diabetics become blind each year (ADA,
petrsonal cowmmunication, March 17, 1993), makiny
diabeles mellitus Llhie primary cause of new blinduess in
the adult population aged 25-74 (ADA, persolal

comdlticat Loy, March 17, 1993; Didbetes: Facts, 198€

Little, 19%%1).
Renal disease is also a4 major complication for the

diabetic. It 1s estimated that 10% of Lhe diabelic
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population suffers from kKidney disorders (ADA, personal
communication, March 17, 1993; Diabetes: Facts, 1988)
and 25% of all new dialysis patients are diabetic
(Diabetes: Facts, 1988). In 1986, nearly 30,000
diabetics began initial treatment for end stage renal
disease (ADA, personal communication, March 17, 1993).
While Little (1991) states that diabetics are 17 times
more likely to have renal disease, Bransome (1992)
notes that diabetics age 45 and younger are 16 times
more likely to suffer renal disease than the younyg,
non-diabetic adult. According to Thompson et al (1986),
many of these conditions or complications need not
oc¢eul oL can return to normal with proper management of
the underlying disease.

For the future, these sgobering statistics mandate
that emplhasis must shift to f[inding cost-effective ways
tu treat the diabetic patient and reduce complications
(Helms, 1992). Education regairding the challenying
self-care regime, therefore, takes on an even (greater
dimension of importance.

3 -Care Concepts
Innovative methods of lLealth care delivery that
are both cost-effective and efficacious will be a

high priority for the 21st century. Oune trend in
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health care delivery that one suspects will gain

evell greater momentum in the future is the move

toward self-care and home-care managyement for

people with chronic illnesses. (Anderson, 1990,

p. 71)

Funnell et al (1991), citing J.W Hoovel and R.M.
Anderson, state that many diabetics are "frustrated and
dissatisfied with their care and education" {(p. 37);
additionally, diabetes educators are frustrated with
their "seeming inability to 'motivate! patients to
comply” (p.37). One possible reason for this
encompassing frustration may be the nursing theory ot
philosophy used in the treatment and education of
diabetics. Two theolies that have been successfully
applied with diabetics include Dorothea Oren's self-
care leficit theory of nursing { Allison, 1973;
Backschelder, 1974; Fitzgersald, 1980) and the patient
enpowerment model {(Funhell et al, 1991). Both models
focus on the patient and his/her needs and goals. When
nurses place the primary focus on the patient and
his/her goals they will be less likely to impose their
own educational ayendas and goals on the diabetic
patient (Fitzyerald, 1980). The goal for nulrses should

be to provide the palient with "sufficient knowledge to

R A AR
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make rational decisions, sufficient control and
resources to implement their decisions, and sufficient
experience to evaluate the effectiveness of their
decisions" (Funnell et al, 1991, p. 38).

There are a variety of ways to define 'self-care.'
Most simply, it is the ability one has to care for
oneself. Allison {(1973), cviting a definition by Orem,
states that self-caire is "the health care actions an
individual would perform for himself [sic] on a
continuing basis" (p. 54). Taking the definition a step
further, Anderson (1990), quoting Steiyer aud Lipson,
defines self-care as "those actions initiated ot
perforined by an individual, family, or community to
achieve, maintain, o1 piromote maximum health potential"
{p. 72).

According to Eben, Gashti, Nation, Marriner-Tomey,
anhd Nordmeyer {1989), Crem's self-care deficit theoiry
of nursing 1is

compused of thiee related theories: (1) the theory

of self=cate {(desclibes and explainsg self-care);

{2) tLhe theory of self-care deficit (describes and

explains why people can be helped throuygh

nutsing); and (3) the Lheory of nursing systems

(desclibes and expliains rtelationships that must be




Diabetes -15

brouyht about and maintained for nursing to be

produced). {(p. 120)
Backschelider (1974) explains the relationship between
the theories as such: the therapeutic self-care demand
sets the reguirements for the patient's self-care
agency (the capacity of the patient to engaye in
health-related actions for self); a deficit in the
self-care agency establishes a need fol a nursing
agency ol system; and the quantity and type of nursing
actions is determitied by the nature of the deficit. The
basic plemise of Orem’'s model shows that when a
person's self-care cagabilities are less than Lhe

exs than

-

therapeuntic self~care demand (i.e.,
adequate), the nurse compensates for the deficit eithel
by performing or by teaching others, such as a family
menbel , to perform some or all of the self-care
measures for the patient.

The emnpowelment approach to nursing care is
similar to the self-care deficitl theoly of auursing in
that the patieut is viewed as an egqual and active
parttiter in the treatment proygtan. According to Fuunell
et al {19%1), key concepts of empowerment relevant to
diabetes education include the followiny: emphasis on

the whole person, emphasis on personal strengths,
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patient selection of learning needs, setting shated ol
negotiated yoals, and the transference of leadership
and decision meking from the educator to the diabetic
patieunt. Additional key concepts include the self-
generation of problewms and solutions, aunalysis of
failures as problems to be solved ratherl than as
pelsonal deficits, discovery and enhancement of
internal treinforcement and motivation for beliaviol
clhiauye, promotion of escalating participation and
tesponsibility on the part of the patient, ewmplhasis on
suppolt networks aud resources, and promotion of the
patient's fundawmental and inherent drive toward health
and wellness,

The Kkey to implementing Orem's self-cate model or
the patient empowerment model is Lo maintain the view
thhat the diabetic patienl is capable of actively
participating in his/her health care (Fitzyerald, 1980;
Funnell et al, 1991). The role of nursing, according to
Fitzyerald (1980), becomes one of

assisting the individual and family members to

capitalize on theilr strenyths and overcome their

liwitations. By involving the individual, a more

Ltealistic, achiievable plan can be developed thatl

will enable the person with a health deviation to
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adjust to alterations in life style aund to

participate maximally in self-care. (p. 64)

With the empowerment model, Funnell et al (1991) report
that much of the education proyram is focused on
assisting the diabetic patient achieve his/lhier goals by
usilly a problem=-solving model of goal identification,
rtecoynizing strenyglhs and weaknesses, developing
strategies Lo maximize stienygths and ovvercome ot
declease weaknesses, and finally, establishing,
implementing, and evaluating a plan.

With Lhe concs=pt of self-cale there is an iwplicit
aotion that patients are wiliing and able to take
tesponsibiility for theitv care and take control of theil
health matiayement (Aunderson, 1$350). Funnell et al
11991) 1ecoynize, Lowevelr, that "patients who dire
twiaccustomed, unwilling, oi uhable to take
tesponsibility fur theltr lives in othel arenas may f[ind
it difficult to beygin with theit healtih cale” {(p. 40).
In such an fnstance, the cholce remains with the
patient; if{ he/she chooses to remdin a passive
tecipient of cale, he/she is tesponsible for Lhat
decision and its subsegquent consequences (Funnell et

al, 1991).
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If self-care is the desiied outcome jin the
manadgement of chronic illnesses such as diabetes
mellitus, diabetes education must be a process designed
to improve the guality of the patient's life by
allowing the diabetic to take charge of his/her health
throudgh recoygnizing and promoting individual strengths,
informed choices, and personal dgoals (Funnell et al,
1991). Increasing a patient's knowledge and skills is
important in empowering him/her to better caire for

Limself/hersell {(Gessner, 1989).




Diabetes -19

Application
Adult Educational Concepts

The nursing process is an inteygral aspect of
teaching. The ability to accurately fit the teaching
needs and capabilities of the diabetic patient with an
individualized plan depends on a thorouygh nursing
assessment, nursing diagnoses, negotiation and goal-
setting, and evaluation between the patient and the
nurse (Resler, 1%83). One of the first itewms that must
be assessed is the patient's readiness to learn. Resler
(19583), c¢iting Redman, states that there are two facets
affecting a patient's readihess to learn. One is
his/her ewotional readiness or motivation. The second,
composed of the patient's personal backyground of
exoeliences, sKills, attitudes, and learning ability,
Is known as experiential readiness.

The newly diagnosed diabetic patient may be
yrieving the loss of a familiar and comfortable
lifestyle. The denlal phase of the grieving process cdn
dgleally deciease Llie patient's motivation to lediin new
liealth practices and adopt a new way of life (Resler,
1983). Unfortunately, because of the life~threatening
counditions dssocliated with diabetes mellitus as well as

the shortened leuygtlh of the hospital stay in Ltoday's
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health care environment, waiting until the patient is
willing and motivated to learn is not a conceivable
possibility. Resler (1983), in citing Pohl, states that
the learner's motivation, as perceived by the learner,
will be directed toward the most pressing need at the
moment.

In addition to emotional readiness, experiential
readiness must aiso be assessed. Prior educational
experliences, interaction with the health care delivery
systen, and acquaintances with otlier diabetics all
affect the educational process {(Gessner, 198%). In
addition, “economic realities must be faced eairly iu
thie teaching....the patient may not always volunteel
the information that the recommended foods and supplies
may be beyond his reach financially...." {(Resler, 1983,
p.802).

Anderson (1990) found that the day-tou-day
wanayement for wonen witlih diabetes mellitus was a ddalily
stiugyle with both econowmic and emotional components.
Andelrson states, "the cost of caring to the individual
and family seems tu be overlooked, or else it 1s Laken
for yranted that people ought Lo assume responsibility
for theil care rteygardless of what this weans foir thelit

wvelyday lives" (p. 76).
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In assessing the patient's learning ability, it is
important that the patient's ability to understand and
verbalize ideas as well as his/helr ability to peiform
motor sKills be observed (Resler, 1983). Audelsou
{1990) found that immigrant families who do not have
adeguate English languadge skills are at a special
disadvantayge in reygyairds to their ablility to understand
and velrbalize thoughts and ideas. Reading level,
special senses (i.e., hearing, vision, totuch, swmell),
mental function, and physical condition all affect a
persol's ablility to leatiu. In the case of the older
learner, it is important to consider the physiological
ahd pathophysioloyical changes that occur as a part of
the ayiny process (Kirk, 1989; Resler, 1983).

After completing the assessment, nulsing didynoses
1elated to the patient's perceived educativnal needs
should be formulated. Becduse mahy type ITI diabetics
learn of theitr diaynosis when they present with one ol
more of the complications of diabetes (ADA, pelsonal
comnultication, March 17, 19963), the educator must be
alert to possible nutsing diaynoses other than those
telated to diabetes education.

While the nursing diaynoses help individualize Lhe

ewducational plan toward Lhe uniqueness of the patient
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{Resler, 1983), it is imperative that the patient's
gyoals, not the nurse's yoals for the patient, be yiven
prime consideration. According to the ADA (1986),
Individual needs assessment pirovides the basis for
the instructional progiam offered to each
patient.... Curriculum and instiuctional materials
should be appropriate for the specified taryget
audience, taking into account the type and
duration of diabetes and the age and learaing
ability of the individual.... (pp. ZXXVIII-XXXIX
In developiny a teachiing plan it is important to
Lemenb=l Lhe three levels of teaching responsibilitly:
conteut that is essential, content that is important,
and that which is desitable., Resler (1983) compales
Lhiese levels to the levels of perceived need which Lhe
ADA descl ibes as the suivival level, the lLiome
manayewent level, and the lifestyle level. For the
patient's survival, level one or content that is
essential Lo maintain life must be presented to and
masterted Ly the diabetic patient. Examples of level onhe
instruction include the food exclhiange plan as well as
tnsulin vt oital hypoylycemic ayent administration, if

partt of Lhe patient's rtegime.
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An aspect of teachiny often overlooked when
individualizing a plan for a patient is the teaching
style o1 styles that will be utilized. Many teaching
methods abound: one-on-one and group presentations,
various types of reading material, films and videos,
computer -assisted modules, etc. The presentation
style{s) best suited to the patient should be addiressed
whenl assessing the patient's experiential readiness.

Group learning, « popular method for education
plesentations, can be profitable by allowing
participants to interact amongst themselves (Reslel,
1983). According to Awmstionyg (19825,

aduilts respond positively to learning environments

in which they can ifateract and problem solve with

cthiels. Swall dyroups of three to eiyghit allow each
pelson an opportunity to pdrticipate, allow for
the yroups experience to be used, and provide an

envitomeent in which =ach person can pelsonalize

n)

information. (p.22)
Both Fesler {(1983) and Arwmstrony {1982) caution against
too lardye a ygroup wheieby wmany benefils of group
parlicipation are nullified.

Kick {1989) states that individual teaching rather

than a yroup presentation is better for the older
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patient. When working with an older patient Dellaseya
{1990), citing Bulygaafl and Stanley, Lecomnmends
presenting small amounts of material al a slowel pace,
the use of written and verbal cues to remind the
patient of poiunts previously presented, aud obtalninyg
feedback at the end of each segment and prioi to
beginning & uew session to help focus on topics that
may require additional reinforcement.

Informal teachiny, and aspect of one=-on-one
Plesentations, is often undervalued as an educational
tool. Darby Pussell, R.N.,C., Certified Adult Nurse
Practitioner, and Certified Diabetes BEducator {pelsonal
communicalion, Octceber 19%2) and Resler {1983) bolh
state that unsttuctured teachinyg such as reinforcing
weal planning as the menu is compleled, explaining and
demonstrating skhin and foot cale when diving morning
care, or takiny the patient's insulin ‘nto his/helr room
and carefully explaining each step as it is drawn up
¢ali have positive effects on the educational process. A
study by Funnell, Donnelly, Andelrson, Johnson, and Oh
(1992) found that educators considered individual skill
sessions, individual counseling sessions, and
individual content sessions as yenerally effective

educational methods.
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Reading material is another important aspect of
patient teaching. In the study conducted by Fuhnell et
al (1992}, educators counsidered booklets as both
generally effective and ygenerally cust-effective
educational material. Kicklighter and Stein (19927,
citing numerous refelences, states thal

printed healtllh education mwatlerials dar1e extreusively

used 1n client educalion proglams and can be a

cost-effective method fol communicating health aud

nutrition messayes and diet information. Howevel,
wany printed waterials way not communicate desiired

nessades becatse of poor r1eadability and a

mismatch between the reading and complelieusion

skills of clients and those required for r1eading

and undetstanding the wmaterials (p. 40).

Siminerio and Frith (1993), referencing a study by
Doak and Douak, note that most pdtlent-educatiun tearliny
Material was evaluated at applroximately a 10th-grade
iteading level, well beyonud the comprehension of half
the American adult population. In a similar liyht,
Kicklighter and Stein (1993), citing work by Nitzke,
agyreed that most instiuctional health material is
written at the 9th-to=-10th grade reading level;

howevel, the reading ability of most patients is
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usually at the 6th-yrade level or lower. Results of a
study conducted by Kicklighter and Stein {(1993)
sugyests that Ydiabetic clients who are good readers,
younyer in age, and who have had diabetes for a longer
pweriod of time are most likely Lo be successful in
teading and comprehending the printed diabetic diet®
{p. 45}).

Videotapes, slide/lapes, audio cassettes,
programned instruaction, and conputer-assisted
instruction are additional methods used in educatling
patients. In the study by Funnell et al (1992),
diabetes educaltors, in rating the effectiveness of
educational materials, considered video tapes and
slide/tapes as yenerally effective, plogrammed
instruction as moderately effective, and audio
cassettes and computer-assisted instruction as Lately
effective,

While computer-assisted instruction is not
considered a traditional method for patient education,
Armstrony (1989) states that it

cdil play a vital role in assisting patients to

interact with health care information, provide a

multitude of self-assessment questions, and be

available 24 hours a4 day. It hias special appeal to
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the younyg c¢lient who is comfortable witli the

technologies because compulters are used in their

formal educational proyrams. (pp. 602-603)

Kick (1989) states that elderly patients generally do
bettel with audio-visual materials because Lhiey can
adjust the volume to accommodale theil specific lhiealing
needs as well as rerun any part of Lhe proytdam as many
times das necessaly, yiven that additional Lime hay be
needed to process the information.

While thiere ale wany teaching strategies
available, for an educationael proytam Lo be effective
it should be individually tailoired to the specific
needs of eachh patient. This involves not only assessing
thie patient's readiness to lealu, but elso his/hel past
exper iences and pieferred lealning style as well as
what he/sue wanls and needs from the educational
encounter . According to the ADA (Zimwelman & Radak,
1989), diabetes education can help the patient decide
what goals he/she wants to set in Lerms of manayiung the
diabetes and what needs to be done to redach those
goals., A well-individualized ployram allows Lhe patient
to improve the quality of his/heyr life by taking chalye
of his/helr health through recognition and promotion of

individual strengths, inforwed choices, and personal
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goalis; iu effect, emnpowering the patient (Funnell et
al, 1%91).
Implementation

The first step in developing a diabetes education
program 13 Lo assess the needs of the community or
population to be served. According to the ADA (1986),
"a successful program is the product of a flexible
policy based on the needs of the community it is
intended to serve" (p. XXXVI). Key questions to answer
during the assessment process include: Wwho will benefit
from the program {adults? children? both?)?, What is
the mix of Type I and Type II diabetic¢s?, How mauy are
newly diaynosed?, Wihele do most of the patients live?,
Is it safe for them to be outside at night (either in
tlieir neiguborhood or the area near the education
location)?, Would a day or eveninyg proygram be better
attended (consider the location as well as the
patient's aye)?, What is the socioeconomic status of
the potential participants {(can they afford the progylam
if there is no third-party reimbursement?)?, What are
the health beliefs of the patients?, and are there any
similar programs being offered neaiby? {Fuqua, 1989).

Another question that needs answel ing is whethel

the progtam will be offered in the inpatient oi
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outpatient settiuyg, oi both. Educational material
appropriate for the inpatient setting, according to
Mdirtinez and Deane {(198%), is level oue 01 survival
instructivn for those individuals recover ing from an
acute illness. Wheelel and Warren-Boultlon (1892}
contend that "the acute care hospital is not the best
setting for education and now, more often, patient
=ducation and follow-up services dare beiny provided on
ann outpatient basis” (p. 36). The needs of the
comnunity should determine the appropriate setting ot
the diabetes education proygram.

Regardless of the setting, it is lmportant that
the education program adhere to quality standairds. In
the outpatient arena, Tobin (1892) reports that most
states lhhave at least one diabetes education proygian
that receives reimbursement [1om Medicare (49 stales),
Medicalde (37 states), Blue Cross/Blue Shield (43
states), or private insurers (48 states). Of these
progtams, all "must meet quality assurance standards”
and the programs are frequently asked to "demonstrate
that educational services result in cost savings
through data collection and walysis, pililot studies, or

research projects" (p. 42).
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Whether the diabetes education program adhieres to
the quality standalds recommended by the ADA or to some
other standard, it is imperalive that Llhe progiam
provide the patient with an understanding cf the
disease as well as with the technical skills necessary
to managye it {Lasker, 1992). If the ultimate goal is to
empOower patieats so they can identify theil personal
yoals based on their own level of respousibility,
values, and philosophy, then relevant information
should be "presented in terms of purposes, cests, and
benefits of each gelf-care option. Aspects of the
tegimen, sdch as diel, monitoring, and wmedications, ate
plezsented as tocis thal patients can use to care for
themselves” (Funnell et a1, 19%1, p. 39).

Accerding to Wheeler and Warren-Boulton (1892),
the ADA has developed a r1ecoynition proygram which is "a
national system designed Lo evaluale whelher ploylams
meet the National Standards and associaled ciitelria,
and thus provide quality education for individuals with
Aiabetes™ (p. 37). It addition to addiny credibilily to
the education program, recoygnition by the ADA may help
achiieve or maintain third-party reinbulsement {Wheelel
& Warren-Boulton, 1992). The ADA (1985} lhas developed a

standardized approaclh to develouping a4 diabetes
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educeation prograw. A listing of topics Lo be presented
to patients van be found in the appendix.

Crice the proytaw leeds and contenl liave been
developed, a campaiyn to alttiact participants musl be
Initiated (i.e., the proyiam must be marketed). Fuqua

1589) states "all dialbetes education proygyrams ate not

——

¢reated egual. Your job 1s to discovelr Low your programn
can be distinguished from others in the community and
then to speak aboult it and persuade your tatrygetl
audiences that it is true" (p. 211).

Public relalions (PR) is an effective and almost
essential martketing tool. Fugqua (1989) points out two
¢ritical tules in plantting PR events. Fiitst, choose
activities that will help accomplish youl market
objectives. Second, "milk you:r successes for all they
are worth" (p. 213). Fuqua {1989) notes that PR
activitlies arte "excellent vehicles Lo lncrease consumel
awdl=ness of your seirvices. When iucorpotated into the
total marketing procvess, they can also become the
catalyst for free media exposure, internal support, and
incieased staff worale”™ (p. 213).

Related Lo PR is media advertising and publicity.
As health care ordanizations compete for revenue,

methods to obtain advertising without spending excess
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money is highly sought. While newspaper featule
stories, radio and television talk shows, lews
releases, and community dateline or activity columns
can be low-cost or free media sources (Fuqua, 1989),
presentations wilth oryanizations such as church dgroups
ol the Rotary ¢lub should not be overlooked. The media
source ot sources utilized should depend on the messayge
beiny sent and the audience it is intended to reach
(Fugua, 1989).

Evaluation is the lasl step in the process. The
ADA (1986), as one of its standards, notes "the
facility should review the educational proylam
peliodically.... The iresults of this review should Le
used in subsequent prodgtain planning and modification.
An assessiment of each patient's heeds...should also be
conducted at redular intervals® (p. XL). As part of the
process, Fugua (1%89) advocates evalualion of the
malketing program for "the diabeles proyram that is
unmeasurable and not evaluated is not worth doing" (p.
21%). Touls that can be used in the evaluation process
include gquestionntaires, malXeting audits, audits of
patient 1ecords, inguiry cards, and ongoihy analysis of

tetlieved data (Fuyua, 1939).
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A diabetes education program is a necessary factor
iu the successful care and manayement of the diabetic
patient. To attract patients, appropriate marketing
technigques must be utilized. To keep patients from
looking elsewhere, the program must be of exceptional
quality and meet the individual needs of each and every
patient., In addition, the program must be continually
evaluated and modified to meet the changing needs of
the patient population. This is the c¢hallenge for the

c¢iinical nurse specialist.
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Implicaticn

The roles of the c¢linical nurse specialist (CNS)
are as varied and diveise as the settings and
speclalties in which CNSs practice. According to the
Amel ican Nurses' Association (ANA, 19%86), the CNS is a
specialist, educator, consultant, and researcher. In
teality, he/she is all of these and more. The CNS
working with diabetic patients is in a unigque position.
He/she is able to practice in many of the roles
attributed Lo the CNS.

Clinician/ Advanced Practitioner

The CHNS, throuygh his/her advanced education,
manavement abilities, and expertise in the c¢linical
gatting, 1s equally comfortable working with patients,
family members, nurses, and other membels of the heaith
care community. Because of this, the CNS Is specially
qualified to function as a case manaeger, working with
the more complex patient care situations.

The diabetic patlent and his/her support systen
present an interesting challenye to the CNS. The myriad
of potential complications related to diabetes mellitus
are well-documented (Bransome, 1992; Diabetes Facts,
1988; Guthiie & Guthrie, 1983; Little, 1991; Thowmpson

et al, 13%86). It is also known that with proper care
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and treatwent, many of these complications need not
cccur or cah teturn to normal {(Lasker, 1992; Thowmpson
et al, 1686; Zimwerman & Radak, 1989).

The CNS as a case mahayel Can coordinate the caire
and services between various specialties to ensure that
the patient recelves early preventative and onyoeinyg
medical care. The ANA (1986), defining the roile of CNS3,
states that one aspect 1s to "take 1esponsibilily fot
coordination of care that involves other health
pitofessionals or resources, thereby providing
rontinuity and helping the c¢lient deal effectively with
the Liealth care system®™ (p. 3).

If 1o case managel position is available, the CNS
is equally capable of providing direct patient care.
Spatacinoe and Cooper (1990), citing both Christman and
Haml ic, state "in addition to improvihy the level of
cate recelived by those patlients with whom the clinical
nurse specialist interacts directly, the ultimate
goal...is to improve, throuyh role modeliny, the
overall quality of care delivered by nurses™ (p. 14).

Within the direct patient cvaire setting Koelters
{1989) identifies a numbe:r of nursing interventions
toutinely performed by the CNS. Anondg these ate: total

patient care, administering a complicated therapy ol
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tieatment, providing emotional support [or the patient,
family, and staff, doing complex dischairge planning,
aud providing patient education, w=ither individually ol
il a smwmall-ytoup setting.

wWhenn the CNS is seen delivering direct patient
Care, an important message is sent to the staflf,
physicians, and admihistrators. The nessaye delivered,
according to Koetters (1989), is that "the CNS is a
nutse fiist, with expertise i a patticulal specialty,
das well as a consultant, an educator, or a reswarcher"”
{(p. 11C}.
Educaloy

The CNS wolking with diabetic patients is in a
diiigue position to educate not only the diabetic
patient and his/her support system, but also staff
members who care for diabetic patients and the
community at large. In additjion to teaching patients,
families, and communities, the ANA (1986) notes the
CN3s educational role aiso includes providing
"information when there is a knowledye deficit and when
new information is needed to resolve a health problem
ol improve the quality of care....[functicning] as «
tole model and preceptor....ad fupdatingl] nurses'

knowledye in continuing education programs" (p. 3).
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The advanced practice nurse "brings to the health-
teaching activity Kiowledye of Low people learn and
what strategies to use and has access to a vastl array
of commercially and individually prepared teaching
alds" {(Resler, 13983, p. 7399). In working with patients
and their famlily members, the CONS, thiouyh assessing
the patient's readiness Lo learn, his/lhier past
expel lences and preferred learning style as well as
whiat hie/she wants and needs fiom the educational
encounter, is able to combine appiropiriate teaching-
learuing theories with clinical expeirtise. The end
lesullt is a proyram with individualized subject matter
for the leainer which is tailored to the setting
{Sparacino & Cooper, 1950). The ADA (1586) stresses
that aun individueliced needs assessment should be the
Lacvkbonue of any diabetes instiuctional proygtlan.

Teachinyg diabeltics, the CNS may focus on
individual or group education. For the individual
patient, the CNS widlit evaluate the patient's leaining
heeds during and following huspitalization, formulate a
teaching plan, fmplement the plan or assist the staff
in implementing it, and assess the effectiveness
thicugh follow-up (Priest, 1989). Working with yroups,

the CNS could develop, market, and manage an inpatient
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and/or outpatient diabetes education program. Depending
on the needs of the community, a variety of special-
interest foci could be offered, such as: children and
diabetes, senior diabetics, Spanish-speaking diabetics,
diabetics on a limited budget, etc.

If the CNS is working with an outpatient education
progran, attracting and retaining clientele through
marketing strategies is important and necessary.
Community education projects can be such an avehnue, By
presenting a short program about diabetes to consumer
groups and plugging the program with which the CNS is
most familiar, the CNS accomplishes two things. First,
he/she increases the knowledge level of the general
pulrlic about diabetes mellitus and available resources.
Second, and perhaps most important, the CNS acts as an
"ambassador" for nursing, promoting the role of the
nurse in the health care setting. Regardless of where
the education program is offered or which type of
program is offered, it is extremely important that the
CNS insure that the teachiny style as well as the
instructional level and content are parallel with the
experiential readiness and comprehension skills of the

patients or clients.
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The dimensions of the CNS involve more than just
education. According to Priest {1989), "the CNS must
find appropriate expression of the educator subrole and
still balance the remaining roles of consultant,
¢linical expeirt, and reseatrcher” (p. 164).

Consuitan

Consulting, a concept widely accepted and used in
the business world for years, is slowly making its way
into nursing. In simplistic terms, Cohen (1985) states
that a consultant is "anyone who gives advise ol
performs other services...in return for
compensation....The important thing is that you [the
consultant] have the necessary experience,
qualifications, and skills to help with a task that an
individual or company wants performed” (p. 2). A
consultation project is a process in which an
individual with special expertise is invited or
requested to assess, plan, and suyggest implementation
for resolving a problem {(Barron, 1989).

Sparacino and Cooper (1990), citiny work by
Kohnke, describe three types of consultation. The
expert counsultant has unique skills and is utilized to
prescribe approaches or solutions for « specific

problem or situation. A process consultant is
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essentially a chanye ayent, enabling the consultee to
make a decision in a specific instance and in future
situations. Lastly, the resource consultant gathers and
provides relevant information to the consultee thus
enabling him/her to make an informed decision based on
the widest range of possibilities.

Each form of consultation has an identifiable set
of components: the consult is initiated by the
consultee, the relationship between the two is
temporary, the consultant role is advisory, and the
cousultant is not responsible for the implementation of
his/her r1ecommendations (Nail & Singleton, 1986;
Sparacino & Coopel, 1990). Citing Laureau, Sparacino
and Coopel (199%0) propose six steps to the consultation
process: gaihing eutrance into the system, negotiating
with the consultee, identifying the problem, developing
interventions, intervening, and evaluating. The ANA
{(1986) defines the client or consultee as a community,
agyency dgroup, family individual, or colleadgue.

The supportive-educative system of Oremn's self-
care deficit model (Ebon et al, 1989) as well as the
patient empowerment model outlined by Funnell et al
(1991) fit nicely with the r1esource consultant role

described by Sparacino and Cooper (1990). As a resource




Dlabetes ~-41

consultant to the diabetic patient, the CNS would
inform the patient of relevant self-care options,
presenting each in terms of the costs, benefits, and
purposes. Once the patient has an understanding of
his/her choices and the consequences of each, the
patient can make an informed decision regarding which
self-care options he/she would wish to utilize.
According to Fitzgerald (1980), patients are ultimately
"in control of their health and health care and are the
principal decision makers in managing the chronic
disease" (p. 58).

As an advanced practice clinician, the CNS may be
called upon to develop a plan of care for a diabetic
patient presenting with numerous complications. Such a
patient would most likely require total or neair total
care. The CNS would therefore choose to develop a care
plan applicable to the patient in the wholly
compensatory or partly compensatory nursing system of
Orem's model. The CNS might alsou be requested to assist
with a patient's complex discharge planning needs. In
both of these situations the CNS would be functioning
in the expert consultant role (Sparacino and Cooper,

1590) .
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As a process consultant {Sparacino & Cooper,
1990), the CNS might be asked to develop a listing of
local resources such as support groups and educational
offerings for the diabetic patient. wWith a
comprehensive listing, the CNS and staff, working with
the patient, would easily be able to refer a patient,
now or in the future, to a resource particularly suited
to his/her needs. These patients, obviously, would
require supportive-educative nursing actions. It is
possible, however, that the patient miygyht require care
in a wholly or partly compensatory system. In such a
case the CNS or staff could refer the patients support
system or care giver to a resource suited to his/her
particular needs.

As a consultant, the CNS is able to function in a
vely dyhamic role. Depending on the needs of the
consultee, the CNS might find himself/herself
performing in a variety of consultalive opportunities.
Researcher

Defining the role of CNS researcher, the ANA
{(1986) notes that the CNS contributes in his/her
specialty area through "generating and refining
tesearch questions, interpreting research findings and

applying them to c¢linical practice, educating other
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nurses about research findings, collaborating iu
designing and conducting research, and communicating
research findings thirouygh publication® (p. 4). While
the research role may appeal elusive and difficult, it
is essential. Citing Jacox, Sparacino and Cooper (1990)
note that only throuyh research can "the scientific
basis for nursing practice be expanded" {(p. 33).

While the experienced CNS may have little
difficulty implementing the researcher role, the novice
CNS should start slowly and advance as his/her
competence and confidence increases. In the clinical
setting, the CNS is in an ideal position to identify
nursing practice problems and formulate research
guestions. As noted by McGuire and Harwood (1989),
"while many research gquestions may be generated by the
CNS, assistance may be required depending on the
complexity of the problem identified" (p. 176).

The novice CNS should also be able to interpret
regearch findings and apply them to the clinical
setting. In addition, there should be little difficulty
noted in educating other nurses about research findings
pertinent to their area of practice. By reviewing
current research findings and applying appropriate

solutions to the clinical setting as well as informing
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other nurses of the significance of the current
research, the CNS should be able to improve patient
care.

The CNS working with diabetic patients should be
able to conduct research in a variety of settings. The
simplest may be to collaborate with manufacturers of
various pieces of equipment, such as insulin pumps, to
compare efficliency, reliability, patient comfort,
complications related to the equipment, etc. If certain
equipment is clearly superior to another, the CNS
would, in the interest of improved patient care,
1ecommend that only the superior equipment be used.

A standard of practice in diabetes education is to
annhually review the education program for process and
outcome (ADA, 1986). In fulfilling this criterion, the
CNS miyht be able to compare and evaluate various
approaches to instiuction (i.e., written, verbal, and
computer-assisted or individual and small group).
Results of these findings, while ultimately used to
improve and modify the program, could also be
communicated to other diabetes educators throuyh
professional journals.

Regardless of whether the CNS is primatrily

affiliated with the inpatient or outpatient settinyg,
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numerous opportunities to fulfill the role of
researcher present themselves. Using the resealch
process, CNSs, both expert and novice, promote
scientific inquiry to impirove c¢linical practice in

their individual specialty.
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Summaly

By virtue of his/her clinical expertise and
advanced education, the CNS often functions as a
specialist, educator, consultant, and researcher. In
such roles the CNS can be found interacting with
patients, family members, hurses, and other members of
the health care team as well as the ygeneral public.

Because of the complexity of the diabetes disease
process, the CNS is in a challenging position to affect
patient compliance through consultation and education.
Working closely in the patient care setting, patients,
families, staff members, and the general public often
view the CNS as a role model. As such, the CNS is seen
primarily as a nurse, with the other roles taking a
back seat. In addition, his/her expertise as a
¢linician often necessitates the CNS work directly with
other health professionals as a consultant, educator,
or researcher.

Sparacino and Cooper (1990) note that the nurse
educated to function as a CNS has a foundation that
provides him/her with the versatility and adaptability
for the CNS role as well as a multitude of other
possibilities. In addition, Sparacino and Cooper also

note that "it is the c¢linical nurse specialist who
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successfully integrates advanced clinical practice,
consultation, education, and research and maintains
client-based practice as the primary focus, who
promotes the viability and visibility of the role" (p.

37).
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Appendix

The program shall be capable of offering information on

each of the following content items as needed:

a) yeneral facts

b) psychological adjustment

¢) involvement of the family

d) nutrition
e) exercise

f) medications

y) relationship between nutrition, exercise, and

medication

i) monitoring

i) hyperglycemia and hypoglycemia

j)} illiness

k) complications (prevent, treat, rehabilitate)

1) hygiene

m) benefits and responsibilities of care

n) use of health care systems

o) community resources

Review criteria

Each proyram content area has written and measurable

behavioral objectives,

a content outline, a designated
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instructional method, instructional materials, and a

means of evaluatinyg the achievement of objectives.
Standard

The applicant shall specify the mechanism by which the
curriculum shall be reviewed, approved, and updated.

Review criterion

The curriculum is annually reviewed and approved by the

advisory committee and modified accordingly.

Source:

Criteria, 1986, p. XXXI.




